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Another determinant of health is minority status. The years at the dawn of the third millennium could be characterised as the era of migration. Increased movement of labour in the EC will continue to raise the proportion of immigrants from countries within the EC. Also, the EC is facing an increased migration from North Africa, the Balkans, and the countries of the former Soviet Union. Despite the present restrictions in immigration legislation, new refugees continue to seek asylum because of persecution, war, or environmental disasters.
People who migrate from their country of birth to another country, or even another part of the world, are generally healthier than those who do not. However, this "healthy migrant eVect" tends to wear oV with time.
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Forced migration means losing social, cultural, and economic connections with one's country of origin. It also includes the encounter with a diVerent society, a diVerent language, and the gradual adaptation to a new culture. Furthermore, many refugees are unemployed, live in deprived neighbourhoods, and have an increased risk of ethnic and social vulnerability that influences their health negatively. 3 Thus, immigrants are under strong pressure in the sociocultural segment of life where they live and work.
Growing evidence has been presented that both migration status, defined as being born abroad, and low social position are independent risk factors associated with poor health. 4 Labour migrants from Finland and southern Europe, and refugees from non-European countries had high risks of long term illness, which only partly could be explained by material deprivation or a sedentary lifestyle. 5 In contrast, another study recently published in this journal demonstrated that Yugoslavian labour migrants and refugees from Arab countries had high odds ratios of poor self reported health, compared with the Swedish reference group, that largely could be explained by disadvantaged socioeconomic conditions. 6 The US medical services data, or population surveys, generally document the expected pattern of minority disadvantage for African Americans and Hispanic Americans. 7 8 There is little evidence that refugees live, despite being highly educated, in a marginal social and cultural sector in society. Moreover, they seem to have a double burden with the eVect of ethnic minority status and low social position on their health. In contrast, there is scarce evidence on whether ethnic minorities in Europe today overuse or underuse health care services.
Furthermore, there are diVerent patterns of poor health status in diVerent ethnic groups. It has been suggested that cultural diVerences between ethnic groups may imply that they perceive their combined physical and psychological health diVerently. 9 However, the association between health status and mortality seems to be universal rather than culturally determined. For example, there was a strong association between self reported health in diVerent ethnic groups in the US and the total mortality of these ethnic groups. 10 In this edition of the journal, the article by Karen Stronks and coauthors, 11 focusing on the Surinamese, the Netherlands Antilleans, Turkish and Moroccan immigrant population in Amsterdam, adds important new knowledge to the international literature of migration medicine, and bridges a gap. The authors demonstrate a lower utilisation of more specialised health care for immigrant groups in the Netherlands, particularly for Turkish and Moroccan immigrants. This lower utilisation remained, even after having taken actual need (health status) and social position into consideration. The authors' analysis indicates that low social position "only partly explains the lower utilisation of these services among immigrant groups. This suggests that ethnic background in itself may account for patterns of consumption, potentially because of limited access."
There is an increasing interest in studying the need of health care services, health and health care utilisation in ethnic minorities in the EC. One important reason is the ongoing transformation-in the Netherlands, Germany, UK, Sweden and other countries-to multicultural and multiethnic communities. For example, Sweden has more than one million foreign born inhabitants, and in December 2000 11.3% of the population was born abroad. The continuously rising proportion of poeple born abroad has made the health and use of health care services of diVerent ethnic groups increasingly important in a public health perspective. However, the absence of representative and comparative data on self reported health status, use of health care services and data about attitudes and perceived discrimination in ethnic minorities in the EC, limits our knowledge about the burden of poor health, and about the possibility of prejudice in health care. There is a need for more studies such as that by Stonks et al in the contemporary EC that disentangle the complex associations between social position, ethnic minority status, health status and health care utilisation. 
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